likely to be infected than exclusively homosexual men, and our data suggest that two distinct populations may exist. In general the prevalence of HIV infection in homosexual men clearly exaggerates the risk of heterosexual spread from this source.
Introduction
In 1982 the first case of AIDS in The Netherlands was diagnosed in a homosexual man. ' By April 1988, 487 cases had been reported, of which 413 were in homosexual men.! To investigate the epidemiology and the natural course of infection with HIV a cohort study was started in October 1984 among 746 homosexual men in Amsterdam. Earlier epidemiological, clinical, and immunological results of this study have been reported. ' 6 This paper reports the cumulative incidence of HIV infection in this cohort in relation to changes in sexual behaviour. In addition the probable course of the spread of HIV in this cohort was assessed by reconstructing the epidemiological curve over the past seven years. This reconstruction was based on the retrospectively determined prevalence and incidence of HIV infection in a cohort of homosexual men who participated in a trial of hepatitis B vaccine in 1980-2.
Subjects and methods

STUDY POPULATION
Two cohorts were studied. The first comprised 746 homosexual men who were participating in a prospective study of HIV infection and AIDS that started in October 1984 (the AIDS cohort study).`T he second comprised 685 men who participated in a placebo controlled trial of the efficacy of a heat inactivated hepatitis B vaccine from November 1980 to November 1982. In both cohorts participants were healthy male homosexual volunteers, most of whom lived in and around Amsterdam The relation between changes in sexual behaviour of the cohort and the decline in transmission of HIV was examined by evaluating the decrease in the number of partners with whom anopenetrative and anoreceptive intercourse occurred. To evaluate the risk of becoming infected with HIV the mean number of partners with whom men negative for HIV antibody practised anoreceptive intercourse was studied, and the risk of disseminating HIV was evaluated by studying the mean number of partners with whom men positive for HIV antibody practised penetrative intercourse. Both groups reported a decrease in these practices (fig 2) , primarily during the first 12 months of the study, men positive for the antibody showing more change than those negative for it (a reduction from a mean of 10 6 partners during the past six months to 2 9 partners among those positive for the antibody versus reduction from 3-7 to 1 4). During the remaining 24 months a slow decrease was seen, which resulted in an average number of 1-4 partners among those positive for antibody and 0 5 partners among those negative at the end of the study. The absolute number ofpartners with whom condoms were used while the men practised these activities remained more or less stable during the total study: an average of 1 0 among those positive for antibody and 0 5 among those negative. A comparison of figure 2 and figure 1 shows that the levelling off of and incidence were weighted for the selection of men negative for hepatitis B antibody 2 2010 of the participants were positive for HIV antibody at entry and 9 1% I % became positive during follow up. At the end of 1982 the weighted cumulative incidence was 11 1 %.
RECONSTRUCTION OF THE SPREAD OF HIV, 1980-7
The estimates of the cumulative incidence of HINV infection in the unobserved period, 1982-4, were interpolated by a regression model. Figure 4 presents the reconstruction of the curve for the total period, 1980-7. According to this reconstruction, the cumulative incidence in the unobserved period rose from 15-8% in mid-1983 to 20 3% in the beginning of 1984 and to 24 8% in mid-1984. The curve shows a steadv progressive increase in the incidence of HIV infection in 1980-5 and an inflection in 1986-7. The vearlv incidence based on this reconstruction ( fig 5) Problems of diabetics in prison G V Gill, I A MacFarlane Abstract Providing care for diabetics is difficult in prison. Six diabetic prisoners or former prisoners were seen whose care was difficult or unsatisfactory. Three had multiple admissions to hospital during their sentences with diabetic ketoacidosis that they induced themselves by not taking insulin. The motive seemed to be removal from prison to the fairly pleasant surroundings of the local hospital. A fourth prisoner required admission in a hyperglycaemic, hyperosmolar state that had gone unnoticed as he was thought to be "acting up." The two others had imperfect long term management of diabetes during their sentences.
There is clearly room for improvement in diabetic services in British prisons, but manipulative behaviour on the part of some diabetic prisoners may remain a problem.
Introduction
Recent reports have expressed concern over inadequacies in the present system of health care in British prisons.`-The problems are complex and emotive, and audits of prison health care by outside bodies are rare. In this report we draw attention to difficulties in managing diabetes in a prison environment and give case reports from our diabetic clinics, located near one of Britain's largest prisons.
Case reports SELF INDUCED KETOACIDOSIS (CASES 1-3)
A 44 year old man with insulin dependent diabetes of 13 years' duration (case 1) was serving a five year sentence. He was admitted to the local hospital six times with ketoacidosis. He was later found to have avoided taking insulin by squirting it into his clothes during supervised injections. He was also in contact with two other imprisoned men with type I diabetes (cases 2 and 3) and taught them this method of inducing ketosis, leading to a minor epidemic that caused severe disruption to both prison and hospital staff. One of these men (case 2) was admitted to hospital three times and the other twice with ketoacidosis induced by protest refusals of food and BMJ VOLUJME 298 28 JANUARY 1989 
